Introduction
The use of medicinal plants is as old as human kind, with the earliest reports being from the Mesopotamia (2600 BC). 1 Medicinal plants, also known as herbal medicine, have been defined by the World Health Organization in the following way: "medicinal plants include herbs, herbal materials, herbal preparations and finished herbal products that contain as active ingredients parts of plants, or other plant materials, or combinations." 2 Wachtel-Galor and Benzie 3 found that the most common reasons for the use of medicinal plants are as follows:
• more affordable • more closely corresponds to the patient's ideology
• allays concerns about the adverse effects of chemical (synthetic) medicines • satisfies a desire for more personalized health care • allows greater public access to health information Many people in developing countries rely on medicinal plants for their primary care and they are thought to be used "for health promotion and therapy for chronic conditions not lifethreatening conditions." 3 Medicinal plants are seen as natural and, therefore, as safe. However, since there is little standardization in medicinal plants production, the effects can vary between batches that are produced. 3 Saper et al. 4 highlighted concerns of herbal contamination, herbal adulteration, and misidentification of herbal product. 4 Within the United States, any herb is classified as a dietary supplement under the Dietary Supplement Health and Education Act (DSHEA) and these products do not need approval from the Food and Drug Administration before they are marketed. Medicinal plants are presumed safe under DHSEA and manufacturers are responsible for determining if they are safe and information about their use is not false or misleading. 5 Medicinal plants are commonly used today despite the development of man-made drugs. The National Center of Complementary and Integrative Health (NCCIH) and the National Center for Health Statistics (NCHS) reported that the use of complementary and alternative medicine (CAM) has been on the rise in the United States. 6 CAM is a group of diverse disciplines that are not commonly adopted by conventional medicine (Western medicine). 7 Complementary medicine is used together with conventional medicine (such as aromatherapy) and alternative medicine is used in place of conventional medicine (such as special diets replacing surgery). 7, 8 It is estimated that approximately 20% of the population of the U.S. use medicinal plants on a regular basis. [9] [10] [11] In a 2007
National Health and Interview Survey (NHIS) conducted by the U.S. Census Bureau, people with American Indian/Alaska Native background had the highest use of CAM (50.3%) while Hispanics had the lowest (23.7%). 6 However, in a systemic review conducted by Gardiner et al. in 2013, they noted that "smaller and regional studies have reported higher herb use rates among Hispanics, African Americans and Asians with rates as high as 46% among Hispanic people." 9 Another metaanalysis reported 4 to 100%, with an average of 30% of U.S. Latinos, regularly using medicinal plants. 9, 10 As of July 1, 2013 the Hispanic population accounted for 17% of the U.S. population according to the U.S Census Bureau statistics. It is predicted that this population will continue to grow and will constitute 28% of the U.S. population by 2050. 12 In accordance with this, the Hispanic population in 
Methods
Survey questions were developed with the following as inclusion criteria:
• Resident or employee in the St. Louis Metropolitan Area with a Hispanic background.
• 18 years of age to 75 years of age with any level of education.
Content of the survey
The first section consisted of background demographic information that included approximate age, gender, level of education, length of residency in the U.S., occupation, and country of origin. The next section included eleven specific questions related to medicinal plant use. The first four questions dealt with the history of the respondent's use of medicinal plants, which specific plants are/were used, where they are obtained, and the disease state associated with the medicinal plant. Questions five through seven were related to whether medicinal plants were used in conjunction with manmade drugs, if the medicinal plants were the same as those in their country of origin, and where they obtain information about the plants. The next three questions (eight through ten) addressed if information was obtained from the patients' healthcare providers and whether their medicinal plant use was shared with physicians or pharmacists. Finally, those participants with a healthcare background or post-graduate degree were asked an additional question about their perceptions of medicinal plant use and if their additional education influenced the use.
The survey was submitted to the Southern Illinois University Edwardsville (SIUE) Institutional Review Board for approval. After approval, English and Spanish versions of the survey
INNOVATIONS in pharmacy 3
were distributed to each investigation site. The time frame for data collection was August 2015 to December 2015. Hard copies of the survey were distributed by the investigators to 3 local pharmacies and 2 local churches. These sites were chosen due to a high Hispanic population in the St. Louis Metropolitan area. A flyer (Appendix A) was also distributed with the hard copy surveys to recruit volunteers to complete the survey. The pharmacists at the local pharmacies also asked participants to complete the survey and a member of the church announced for participation at the beginning of mass. A box labeled SIUE Surveys was left at each investigational site and the surveys collected at the end of each month. In addition, an electronic version of the survey was developed through Qualtrix and distributed via email with the anonymous link to the survey to faculty who currently teach at Southern Illinois University Edwardsville (SIUE), SIUE School of Pharmacy students, and Hispanic community members. The anticipated time to complete the entire survey was 10-15 minutes.
Results
A total of 70 surveys were obtained but 12 surveys were not included in the data analysis as they were incomplete (9) or were non-Hispanic participants (3) . The responses in Spanish were translated by one of the investigators of this study (MN). More than half (63.8%) of the survey participants were female and 53.4% were 31-50 years-old. (Figure 1 ) Housewives represented 17.2% of the participants, followed closely by Education/Professionals at 22%. The level of education varied with roughly half of the participants having at least a bachelors or a post-graduate degree (Figure 1) . While the majority (81%) have been U.S. residents over ten years (Figure 1) , the country of origin that represented almost half of the survey participants was Mexico (Figure 2) . 
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Figure 2. Country of origin.
Over half of the survey participants (55%) have used medicinal plants. However, approximately 12% of those are currently using medicinal plants. Forty-five different plants/herbs were identified with chamomile, aloe, and spearmint being the top three ( Table  1) . Infections, predominately respiratory infections, were the most common disease state for which medicinal plants were being used (Figure 3) . Family/friends was the top resource for obtaining information about medicinal plants (Figure 4) . The market/store and gardens were the top two places respondents obtain medicinal plants (Figure 4) . More than half of respondents use both medicinal plants and man-made medicine. More respondents (90.6%) believed that patients should inform their physicians about medicinal plant use than their pharmacists (68.8%). Many stated the reasoning for such communication is to know if there are any contraindications or interactions with the medicinal plants that patients may be using. Some of the reasons respondents do not inform their healthcare providers included comments such as "They don't believe in the natural 'stuff'…" or "We believe they (medicinal plants) do not have secondary effects like the medicines" Responses with those who have higher levels of education varied. There were a few who stated that they believed medicinal plant use was better than man-made medicine. A couple of respondents stated that they would research or learn more about medicinal plants.
Discussion
First-generation Hispanics and new immigrants are more likely to hold traditional beliefs which include CAM. 16 Eightyone percent of our survey respondents stated that they have been a resident of the U.S. for 10 years or more and 24.1% of respondents stated that their country of origin is the United States (Figure 1) . Due to the high number of respondents with a long U.S. residency, this could explain why only 12% stated they are currently using medicinal plants. We hypothesize that medicinal plant use may decrease in those who live a longer period of time away from their country of origin as they are less likely to be exposed to its use.
While the majority of the respondents using medicinal plants agree on informing the doctor (90.6%) or pharmacists (68%) about their use, only about half of them (56.3%) seek information from healthcare providers about medicinal plants. This may be due to patients feeling that healthcare providers do not know as much about medicinal plants as other resources or reticence because of cultural and language differences between the healthcare provider and patient. It could also be due to fear of being ridiculed by healthcare providers for using complementary healing practices. Interestingly, most of the respondents that agree on informing healthcare providers do so due to issues concerning interactions with man-made medicines, on the other hand the few (10%) that do not do so because of their perception of healthcare providers "not believing in the natural stuff". More respondents believed medicinal plant use should be communicated to physicians than to the pharmacist, with one respondent comment "because you already told your doctor". Because of this, healthcare providers, particularly pharmacists, need to be aware and inquire about medicinal plant use with every patient who is using them.
The use of anonymous surveys may have enhanced participation rather than the utilization of individual interviews or focus groups. Gomez-Beloz and Chavez 17 cited that the reluctance to report medicinal plant use by Latinos is well known so respondents of our surveys may have felt freer to communicate their perceptions in an anonymous survey. This study may have had higher number of participants by distributing surveys that could be taken in Spanish to prevent potential language barriers. This was evidenced by Gardiner et al. 9 who found that bilingual studies may allow participants to explain more about their herb use if English is not their primary language. 9 In our study, over half of the respondents (58%) completed the survey in Spanish. Gardiner et al. 9 also
reported more than half of those surveyed used herbs for treatments with the majority of Hispanic respondents being female which was in accordance with our findings. 9 Mikhail et al. 18 also reported the majority (75.4%) of respondents as 
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female. However, consistent with these studies, we did not find any significant differences in the responses based on gender. Ortiz et al. 16 found that women were primarily responsible for the health and well-being in traditional Hispanic families. This may be a contributing factor to the higher female participation in Gardiner et al.
9
, Mikhail et al.
18
, and our study. It was also reported by Ortiz et al. 16 that illnesses are managed at the discretion of the caregiver (usually mother) if treatment is managed outside of formal healthcare or require "professional" help. Kiefer et al. 10 reported family members as the most common source of information about medicinal plants, which is in accordance with our findings (Figure 4) . The diseases most commonly treated with medicinal plants as reported by our participants (Figure 3) were infections (predominantly respiratory) and gastrointestinal disorders, which is in accordance with Trangmar and Diaz 19 and Kiefer et al. 10 However, both of those studies also reported cardiovascular issues as top diseases treated with medicinal plants, which was not the case for our participants. Pain was commonly reported by participants as a health condition treated with medicinal plants in Barnes et al. 11 and Kiefer et al. 10 as also revealed in our study (Figure 3) .
A limitation to this study was that some questions were not fully answered by participants. Another limitation was that the additional questions for those with higher levels of education or healthcare backgrounds didn't result in information that would allow us to draw strong conclusions. From the respondents with higher level of education (27%), roughly half of them reported having been influenced by their education on the use of medicinal plants. Interestingly, all of the comments were proactive about the use of medicinal
